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Background: The establishment of Child Friendly Spaces (CFSs) has become a widespread intervention targeting
protection and support for displaced children in humanitarian contexts. There is a lack of evidence of impact of these
interventions with respect to both short-term outcomes and longer-term developmental trajectories. Methods: We
collected data from caregivers of Congolese refugee children residing in Rwamwanja Refugee Settlement at three
timepoints. To assess short-term impact of CFSs, we compared indicators assessed shortly after refugees’ arrival
(baseline, T1) and endline (T2, three to six months after CFS implementation) amongst 430 CFS attenders and 161
nonattenders. Follow-up assessments after the end of CFS programming were conducted 18 months post-baseline
(T3) with caregivers of 249 previous CFS attenders and 77 CFS nonattenders. Results: In the short-term, attendance
at CFSs was associated with better maintenance of psychosocial well-being (PSWB; b = 2.093, p < .001, Cohen’s
d = .347) and greater increases in developmental assets (b = 2.517, p < .001, Cohen’s d = .231), with significantly
stronger impacts for girls. CFS interventions meeting higher programing quality criteria were associated with greater
impact on both PSWB and developmental assets (b = 2.603 vs. b = 1.793 and b = 2.942 vs. b = 2.337 for attenders at
higher and lower-quality CFSs c.f. nonattenders, respectively). Amongst boys, benefits of program attendance were
only indicated for those attending higher-quality CFS (b = 2.084, p = .006 for PSWB). At follow-up, however, there
were no discernable impacts of prior CFS attendance on any measures. Age and school attendance were the only
characteristics that predicted an outcome – developmental assets – at follow-up. Conclusions: Attendance at CFSs –
particularly involving higher-quality programming – supported children’s well-being and development. However,
sustained impact beyond active CFS programming was not demonstrated. Intervention goals and strategies in
humanitarian contexts need to address the challenge of connecting children to other resources to facilitate
developmental progress in conditions of protracted displacement. Keywords: Humanitarian crisis; refugees;
protection; psychosocial support; impact; longitudinal.
Introduction
Forced displacement currently impacts the lives of
more than 65 million people globally (UNHCR, 2017).
Children comprise roughly half of this population
(UNHCR, 2017). Child refugees fleeing conflict set-
tings are known to face many threats to their safety
and well-being. In addition to direct exposure to
physical and sexual violence, children are vulnerable
to military training and recruitment, separation from
their families, early marriage, and child labor (Ager,
Blake, Stark, & Daniel, 2011; Global Protection Clus-
ter Child Protection Working Group, 2015). Further,
there is extensive literaturedocumenting thepotential
sequelae of forced displacement from situations of
conflict, which indicates an elevated risk for post-
traumatic stress disorders and other severe mental
conditions, as well as for common mental disorders
and behavioral problems (Reed, Fazel, Jones, Panter-
Brick, & Stein, 2011; Tol, Song, & Jordans, 2013).
Strategies for addressing these challenges to pro-
tection and well-being have become an increasing
focus of research (Bangpan, Dickson, Felix, & Chi-
umento, 2017; Brown, de Graaff, Annan, & Betan-
court, 2016). With a growing emphasis on the role of
social ecologies in shaping the experience of children
(Betancourt et al., 2011; Masten & Narayan, 2012;
Miller & Rasmussen, 2010), studies have considered
not only the effectiveness of specialist clinical inter-
ventions but also of nonspecialist treatment and
prevention programs (Betancourt, Meyers-Ohki,
Charrow, & Tol, 2013; Jordans, Tol, Komproe, & de
Jong, 2009). However, to date, relatively little atten-
tion has been paid to assessing the impact of the
forms of structured programming for children rou-
tinely deployed by humanitarian agencies in the
context of crisis response (Bangpan et al., 2017;
Blanchet et al., 2017).
Child Friendly Spaces (CFSs) are increasingly
adopted as the presumptive intervention strategy
by humanitarian agencies to promote the mental
health and psychosocial well-being (PSWB) of chil-
dren in crisis contexts. They are seen as a safeConflict of interest statement: No conflicts declared.
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environment in which children may resume some
sense of normalcy (Ager, Metzler, Vojta, & Savage,
2013; UNICEF, 2009; Wessells & Kostelny, 2013).
CFSs are attractive to practitioners wanting a scal-
able program with adaptable and diverse activities
that is readily deployable in challenging contexts
(Kostelny & Wessells, 2008, 2013; Madfis, Martyris,
& Triplehorn, 2010; Metzler et al., 2013; Save the
Children, 2008, Save the Children, 2009; Save the
Children Sweden, 2010; UNICEF, 2009; World
Vision International, 2006). The aims of CFS pro-
gramming are generally threefold. First, CFSs seek to
provide and promote children’s emotional well-be-
ing, social well-being, and in some cases, support
the acquisition of skills and knowledge (Global
Protection Cluster [GPC], Global Education Cluster
[GEC], International Network for Education in Emer-
gencies [INEE], Inter-agency Standing Committee
[IASC], 2011). Second, CFSs serve as a mechanism
for protecting children from abuse, exploitation,
and/or violence (GPC et al., 2011). Third, CFSs
may aim to mobilize communities around these first
two aims to further strengthen community mecha-
nisms that support, protect, and care for children
(GPC et al., 2011). Although widely varied in opera-
tion, the core elements of CFSs are typically: estab-
lishment of a dedicated, safe physical environment
(generally with facilities for play and/or learning);
the recruitment, training, and support of facilitators
(usually from the community from which children
are themselves drawn); and the provision of struc-
tured activities in a regular timetable of activities
utilizing the above resources (Ager et al., 2013;
Wessells & Kostelny, 2013).
Despite widespread consensus of the interven-
tion’s key objectives and subsequent global adoption
of its use in emergency settings, little robust evi-
dence exists related to programmatic outcomes and
impacts (Ager et al., 2013; GPC et al., 2011). In a
systematic review of published and gray literature,
only ten studies were found that met inclusion
criteria, with most displaying major design weak-
nesses that restricted the ability to robustly confirm
positive change over time or attribute such change to
programmatic efforts (Ager et al., 2013). Broader
reviews of the evidence base for humanitarian inter-
ventions addressing the mental health and PSWB of
displaced populations echo these findings (Blanchet
et al., 2017; Tol, Barbui et al., 2011; Tol, Patel et al.,
2011). Reviews particularly emphasized the need for
more rigorous, mixed methods research on the
effectiveness of widely used, group-based psychoso-
cial interventions, particularly those aimed at chil-
dren and adolescents, such as CFS.
The current study
The current study builds upon an initiative by World
Vision International and Columbia University,
working with Save the Children, United Nations
Children’s Fund (UNICEF) and other members of
the Global Protection Cluster Child Protection Work-
ing Group, to explore the protective and restorative
outcomes and impacts of CFSs in various emergency
contexts (World Vision and Columbia University,
2015). Although CFSs are recognized as short-term,
emergency interventions seeking immediate impact
on children’s well-being, their rationale frequently
also implies the benefits of intervention protecting
the longer-term developmental trajectories of chil-
dren. This study is the first rigorous analysis of both
short- and longer-term impacts of CFSs, following
the progress of children from their first arrival as
refugees in Uganda to some eighteen months later.
Methods
Setting
Early 2012 ushered in the development of a new fighting force,
the M23 Movement, and its infiltration of the North Kivu
province of the Democratic Republic of Congo (DRC; IRIN,
2012). By late 2012, Uganda was steward to over 130,000
asylum-seekers and refugees, many of which came to reside in
settlement camps in Western Uganda (UNHCR, 2012a). The
Office of the Prime Minister (OPM) in coordination with UNHCR
and WFP has met this conflict with a longer-term strategy to
promote farming as a livelihood amongst settlement members
to help ease the future burden for external food assistance and
strengthen local markets (UNHCR, 2014).
Bordering the Katonga Game Reserve in the Kamwenge
District of southwestern Uganda, Rwamwanja Refugee Settle-
ment covers over 40 square miles of woody savanna with
patches of dense thicket, rolling hills, and seasonal ponds
(International Union for Conservation of Nature, United
Nations Environment Programme & Rwenzo-Green Associates,
2013). The settlement was re-opened in April 2012 to support
the swelling conflict, and by the start of the current study in
late September 2012, over 20,000 refugees had taken up
residence (UNHCR, 2012b). By the study’s conclusion, the
settlement had reached its capacity with over 50,000 refugees
in residence (UNHCR, 2014). Early in its development, the
settlement was demarcated into villages that varied in popu-
lation size, each being divided into further subunits named
nyumba kumi, derived from a local Congolese community
structure normally constituting 10 households, but incorpo-
rating as many as 25 in this setting.
Intervention
In coordinated operations, World Vision Uganda and Save the
Children in Uganda phased implementation of twenty CFSs
across the settlement. Construction of these CFSs, locally
referenced as obebes, began in August 2012 with phased
construction and commencement of program activities contin-
uing until November 2012. At the start of the study in late
September 2012, discussions with both program teams were
held to determine intended implementation strategies for
remaining CFSs and confirm timelines for key evaluation and
program activities. Five villages where settlement was ongoing
were identified as the catchment areas for a total of eight CFSs
due to becomeoperationalwithin the following6 months,which
thus formed the cohort of interventions addressed by the study.
ThephysicalattributesofallCFSsweresimilarandconsistedofa
tented activity area, latrines, a store, anda variety of playground
equipment.CFSactivitieswereavailable for children6–12 years
old, 5 days per week, led by trained facilitators drawn from the
settlement area. Four-hour sessions included a range of psy-
chosocial activities, such as traditional song and dance, art,
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organized sports and unstructured free play, and educational
components, such as basic literacy and numeracy skills in the
local dialect and English languages. Supervising staff led initial
community meetings with adults and children introducing the
CFS, monitored CFS activities and supported sensitization
meetings for children, youth, and caregivers on child rights
and protection. Enrollments at any one CFS ranged from 65 to
651 children. The intervention was explicitly funded as an
emergency program to support settlement of childrenwithin the
camp during its first year of operation.
Intervention quality was assessed during a site visit using a
10-item CFSQuality Standards Checklist, assessing standards
regarding child protection protocols, activities, safety of equip-
ment, record-keeping, and planning drawn from a broader
QualityStandardsforChildren’sActivitiesandCFSProgrammes
Assessment (World Vision International, 2006). Items were
worded as objectively verifiable standards (e.g. ‘no broken
playground equipment in evidence’, ‘children’s work on dis-
play’, ‘first aid kit available and stocked’). Data were combined
from two site visits (by members of the research team) and a full
quality standards assessment by a child protection specialist of
oneof the implementing agencies.Withabimodaldistributionof
scoring, a score of 60% served to define the dichotomous
threshold between the four CFS operating with ‘higher quality’
and the four operating with ‘lower quality’.
Design
This longitudinal study adopted a quasi-experimental design
with randomized-cluster sampling (Ager, Ager, Stavrou, &
Boothby, 2011; Morris & Nguyen, 2008). In discussion with
the respective village leaders, nyumba kumi were mapped as
natural clusters within each of the five villages. Clusters were
then randomly selected from each village, with the number
selected proportionate to population size of the village. At
baseline, all households in the randomly selected clusters were
visited to identify those where children between the ages of 6
and 12 years were residing. Multiple visits to households were
made as necessary to secure engagement of the primary
caregiver and confirmation that the household met this inclu-
sion criterion. If the primary caregiver consented to participa-
tion, they were invited to respond with respect to all children
between the above ages residing in the household. Baseline
interviews were completed in the early weeks of settlement
(October–November 2012) before the opening of CFS locations.
For endline assessment (which fell 3–6 months later given the
phased introduction of individual CFS), these same caregivers
were then interviewed during the final weeks of the CFS
program in their respective villages. Caregiver reports of CFS
attendance in the intervening period were collected (and
triangulated with CFS attendance records where these were
fully available). Caregivers were interviewed again 18 months
following baseline assessment, when all formal CFS program-
ming had ceased.
At baseline, a team of six enumerators, three from the
refugee community and three from the host community, were
selected based on prior experience working with children and
survey data collection as well as fluency in the local dialects of
Kiswahili and Kinyabwisha, both widely spoken in the settle-
ment. Enumerators were selected and trained over the period
of a week in survey protocols, mobile phone data administra-
tion, informed consent, and interview techniques. Refresher
trainings were provided throughout the study period, and daily
debriefings were conducted to share successes and failures of
the day’s efforts. This team remained throughout the study
duration with the addition of two enumerators at follow-up.
Consent and ethical approval. Informed consent was
sought from all interviewees. Participants were asked to make
their ‘mark’ or provide their signature acknowledging willing-
ness to participate. Written copies of the consent form were
available in local dialects. The study protocol was reviewed and
approved by the Columbia University Medical Center IRB
(Reference IRB-AAAJ4352) and the Office of the Prime Minister
of Uganda.
Measures
Measurement tools were selected in collaboration with the
program team to assess the main objectives of CFS interven-
tion: (a) child protection, (b) supporting caregivers and com-
munities in strengthening systems of support, care, and
protection of children, and (c) the promotion of children’s
social and emotional well-being. Measures were translated into
the two local dialects by a trained translator and then –
following piloting in one village – confirmed through group
translation and back translation to ensure team comprehen-
sion and accuracy in the contextualization of core constructs.
Protection of children and systems of support,
care, and protection. The Child Protection Rapid Assess-
ment (CPRA) is an interagency designed tool that provides a
series of questions to rapidly identify and prioritize protection
needs of children in the context of a rapid-onset emergency
(Global Protection Cluster Child Protection Working Group,
2011). Items – all scored and analyzed independently –
addressed caregivers protection concerns for their children
and stresses related to caregiving (e.g. ‘Are there any reasons
you fear for your child’s safety? If so, what are they?’). The CPRA
alsoprovidedquestions toassessknowledgeof resourcepersons
for children’s well-being, and awareness of reporting structures
and support services for children experiencing abuse or neglect
(e.g. ‘If you suspected that a child in the community was being
abused, where could you go to report this?’).
Mental health and PSWB. Two scales were used to
assess the social and emotional well-being of children. A locally
derived measure of PSWB, based upon indicators suggested by
extensive ethnographic fieldwork in Uganda (CPC, 2011),
assessed aspects of social and emotional well-being of children,
includingengagementathome,atschool,and inthecommunity;
social relations; problem-solving skills and behaviors; self-
esteem; and troubling thoughts and feelings (in questions of
the form ‘Do they have many good friends?’). Higher scores are
indicative of more adaptive capacities on a scale from 0 to 21.
Derived from the SEARCH Institute’s 58-item Developmen-
tal Assets Profile (2005; Scales et al., 2015), the 10-item
Caregiver Rating of Developmental Assets (CRDA) scale was
developed for this study to explore ratings by caregivers of
children’s developmental assets, both internal (across the
domains of Positive Values, Social Competencies, Positive
Identity, Commitment to Learning) and external (across the
domains of Support, Empowerment, Constructive Use of Time,
Boundaries & Expectations). Items were of the form ‘How
sensitive to the needs and feelings of others are they?’
Vulnerability assessment. Consistent with implement-
ing agency policies, children were screened with respect to the
following criteria deemed to be reliably assessed in the context:
primary caregiver aged 65 or above, member of female-headed
household, family with over five members residing more than
four nights per week in the home, physical disability of the
child, and perceived functional impairment related to mental
disability. Children with three or more vulnerabilities were
designated as ‘vulnerable’ for the subsequent analysis.
Data analysis
Following data collection and cleaning, to account for potential
contamination, we restricted analyses to data pertaining to
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children residing in the same geographic areas throughout the
study period. The internal consistency of measurement scales
– the PSWB and CDRA – was examined using Cronbach’s
alpha. The intervention group was comprised of CFS attenders,
defined as children reported as attending the CFS at T2 either
‘sometimes’ or ‘always’. To estimate short- and longer-term
impact, we compared mean scores of outcomes for CFS
attenders and nonattenders at baseline and endline and at
baseline and follow-up, respectively. We began with univariate
analyses (t- and chi-square tests) and then conducted bivariate
and multivariate linear regressions controlling for baseline
outcome scores, age, gender, and school attendance. We
calculated Cohen’s d to estimate the effect of attending CFS
at T2. We additionally used logistic regressions to explore what
factors (age, gender, village, vulnerability status) predicted
CFS attendance at T2. We further explored the effects of
attending a higher- vs. lower-quality CFSs in comparison with
nonattendance via multivariate regressions (again controlling
for baseline outcome scores, age, gender, and school atten-
dance). Multilevel multivariate modeling, using households
and village clusters as levels, was also attempted; however,
sample size compromised the integrity of such models (models
not reported).
Results
Recruitment and retention
Figure 1 summarizes recruitment and retention
through the three phases of the study. At baseline
(T1), caregivers reported on 689 children, of which
633 were reported on again at endline. Of these, 42
records were inconsistent in terms of a child’s age or
gender or, for children reported as attending CFS,
reported changed location since T1 (rendering asso-
ciation with a specific CFS uncertain); these obser-
vations were excluded from further analyses. There
were no differences at T1 between those lost to or
excluded from analysis and those retained, other
than the latter reporting higher levels of child
protection concerns and greater knowledge of child
protection resources. Of the 591 children comprising
the endline cohort, 430 were CFS attenders and 161
CFS nonattenders.
At follow-up (T3), data were collected with respect
to 447 children of the original sample. We retained
and analyzed data for 326 children for whom we
could match records regarding age and gender
across all measurement points and, for children
reported as previously attending CFS, with
unchanged location (enabling association with a
specific CFS). 249 of these 326 (76.4%) children
had previously attended CFS during their operation;
77 (23.6%) were nonattenders (see Figure 1). Base-
line characteristics for the sample retained to T3
were broadly similar to those retained for T2 (see
Table S1).
Validity of measures
Internal consistency of all scales was deemed ade-
quate for valid analysis. At baseline, Cronbach a-
coefficients were a moderate-to-strong .78 for the
CRDA and an acceptable .66 for PSWB. At endline,
coefficients of .77 and .74 were secured for the CRDA
and PSWB, respectively, with scores of .89 for the
CRDA and .91 for PSWB observed at follow-up.
T2 caregiver reports of attendance were validated
with respect to a random sample of 100 children
listed on attendance registers at two CFSs where
records were kept consistently. These registers indi-
cated an average attendance of over 62% of available
sessions for children reported by caregivers as
attenders and less than 12% of available sessions
for those reported as nonattenders.
Short-term analysis
Comparability of intervention and comparison
groups. Baseline and endline characteristics for
the sample retained at T2 are summarized in
Table 1. At baseline, there were no statistically
significant differences between those who subse-
quently attended CFS (intervention) or did not attend
CFS (comparison) in relation to gender (v2 (2, n = 591) =
3.231, p = .072) or village of residence (v2 (4, n = 591) =
7.205, p = .125). Vulnerability was not a predictor of
CFS attendance (OR 1.39, p = .196). Both children
who had attended a CFS and their caregivers tended
to be slightly younger than children and caregivers
of those who did not attend. Children whose care-
givers reported them attending school in the period
between baseline and endline were less likely to
have attended a CFS (OR = 0.283, p < .001). Scor-
ing on protection and well-being measures at base-
line were generally similar for intervention and
comparison groups. However, reported develop-
mental assets and knowledge of child protection
resources were significantly lower – and reported
barriers to accessing and using these child protec-
tion resources significantly higher – for those whose
children subsequently attended CFS. On the basis
of these differences – and the nonrandom allocation
of attenders and nonattenders – we used multivari-
ate regressions controlling for baseline outcome
scores, age, gender, and school attendance as the
basis for subsequent reported findings.
Intervention impact. Figure 2 shows the Cohen’s D
effect-size estimates of attending CFS on key out-
comes at T2. Table 2 reports average effects of CFS
attendance on key targeted outcomes at T2 obtained
by multivariate analysis, controlling for variation in
intervention and comparison groups on demo-
graphic variables (age and gender), baseline outcome
scores, and school attendance. CFS attendance was
associated with statistically significant increases in
caregiver-reported developmental assets (b = 2.517,
p < .001, Cohen’s d = .231) and better maintenance
of PSWB (b = 2.093, p < .001, Cohen’s d = .347). The
latter was notably in the context of generally deteri-
orating well-being scores for those not attending CFS
(see Figure 3). On both measures, statistically sig-
nificant impacts of CFS attendance were strongly
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driven by positive effects for girls (b = 3.413,
p < .001 and b = 2.956, p < .001 for developmental
assets and PSWB, respectively).
The attribution of these trends to CFS attendance
is supported by subgroup analysis (see Table S2),
which indicated greater positive impact for those
attending higher- versus lower-quality CFS (all com-
parisons referenced to nonattenders): for PSWB,
attenders of high-quality CFS (b = 2.603, p < .001)
vs. attenders of lower-quality CFS (b = 1.793,
p < .001); for CRDA, attenders of higher-quality
CFS (b = 2.942, p < .001) vs. attenders of lower-
quality CFS (b = 2.337, p < .001). Indeed, amongst
boys, benefits of program attendance were only
indicated for those attending higher-quality CFS
(b = 2.084, p = .006 for PSWB).
Overall, there was reduced reporting of protection
concerns and caregiver stress between baseline and
endline, and caregiver knowledge of child protection
resource persons more than doubled (see Table 1).
Figure 2 provides little evidence of differential
impact for caregivers of CFS attending and
nonattending children on these measures; multi-
variate analysis confirmed no statistically signifi-
cant effects in relation to these variables (see
Table 2).
Longer-term analysis
Intervention impact. At follow-up, no differential
outcomes by CFS status were observed. Table 3
summarizes variation in targeted outcomes at T3 by
CFS attendance status. Endline differences
between attenders and nonattenders were non-
significant for PSWB (b = 1.324 p = .985) and devel-
opmental assets (b = 2.109, p = .074), with no
significant impact of prior CFS attendance identi-
fied for girls (for whom, effects have been strongest
at T2) or attenders of higher-quality CFS (see
Table 3 and Table S3, respectively). This lack of
longer-term intervention impact was in a context of
a general increase in reported protection concerns
(a 14% increase from T1 to T3) and a fourfold
increase from baseline to follow-up of caregiver
Caregiver interviews
N = 689
Caregiver interviews
N = 633
(n = 591)
Interviews with caregivers
of CFS attenders
N = 463 
Analysis sample: n = 430
33 observations excluded:
age (n = 11) and gender (n = 13)
inconsistencies; caregivers moved 
during study period (n = 9)
Interviews with caregivers
of CFS non-attenders
N = 170 
Analysis sample: n = 161
9 observations excluded:
age (n = 4)  and gender (n = 5)
inconsistencies.
Interviews with caregivers
of CFS attenders
N = 366
Analysis sample: n = 249
117 exclusions: age (n = 10) and 
gender (n = 10) inconsistencies;
caregivers moved during study 
period (n = 97)
Interviews with caregivers
of CFS non-attenders
N = 81
Analysis sample: n = 77
4 exclusions: gender (n = 4)
inconsistencies
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Figure 1 Participant recruitment and retention by study period. N = interviews conducted; n = observations included in analysis
© 2019 The Authors. Journal of Child Psychology and Psychiatry published by John Wiley & Sons Ltd on behalf of Association for
Child and Adolescent Mental Health.
Impacts of child friendly spaces 5
T
a
b
le
1
S
h
o
rt
-t
e
rm
a
n
a
ly
s
is
:
s
a
m
p
le
c
h
a
ra
c
te
ri
s
ti
c
s
C
h
a
ra
c
te
ri
s
ti
c
s
o
f
a
tt
e
n
d
e
rs
a
n
d
n
o
n
a
tt
e
n
d
e
rs
a
t
b
a
s
e
li
n
e
a
n
d
(T
1
)
a
n
d
e
n
d
li
n
e
(T
2
)
V
a
ri
a
b
le
s
o
f
in
te
re
s
t
B
a
s
e
li
n
e
E
n
d
li
n
e
O
v
e
ra
ll
A
tt
e
n
d
e
rs
N
o
n
a
tt
e
n
d
e
rs
p
O
v
e
ra
ll
A
tt
e
n
d
e
rs
N
o
n
a
tt
e
n
d
e
rs
p
N
%
N
%
N
%
N
%
S
a
m
p
le
c
h
a
ra
c
te
ri
s
ti
c
s
C
h
il
d
g
e
n
d
e
r
F
e
m
a
le
3
0
0
2
2
8
3
8
.5
8
7
2
1
2
.1
8
.0
7
2
3
0
0
M
a
le
2
9
1
2
0
2
3
4
.1
8
8
9
1
5
.0
6
2
9
1
C
h
il
d
a
g
e
,
m
e
a
n
(S
D
)
8
.4
1
4
(1
.9
9
0
)
8
.0
5
1
(1
.8
6
2
)
9
.3
8
5
(1
.9
9
7
)
<
.0
0
1
8
.4
3
1
(1
.9
9
5
)
8
.0
6
7
(1
.8
6
5
)
9
.4
0
4
(2
.0
1
1
)
<
.0
0
1
B
io
lo
g
ic
a
l
p
a
re
n
t
s
ta
tu
s
(5
8
8
a
t
e
n
d
li
n
e
)
B
o
th
li
v
in
g
4
7
2
3
4
3
5
8
.0
4
1
2
9
2
1
.8
3
.8
6
3
4
6
1
3
4
2
5
8
.1
6
1
1
9
2
0
.2
4
.2
5
8
O
n
e
li
v
in
g
1
0
7
7
9
1
3
.3
7
2
8
4
.7
4
9
5
6
3
1
0
.7
1
3
2
5
.4
4
N
e
it
h
e
r
li
v
in
g
1
2
8
1
.3
5
4
0
.6
8
3
2
2
2
3
.7
4
1
0
1
.7
P
ri
m
a
ry
c
a
re
g
iv
e
r
a
g
e
,
m
e
a
n
(S
D
)
3
6
.6
7
3
(1
0
.1
4
5
)
3
5
.7
2
1
(9
.8
5
1
)
3
9
.2
1
7
(1
0
.5
0
3
)
<
.0
0
1
3
6
.6
1
7
(9
.9
1
9
)
3
5
.6
7
0
(9
.6
1
6
)
3
9
.1
4
9
(1
0
.2
9
6
)
<
.0
0
1
P
ri
m
a
ry
c
a
re
g
iv
e
r
o
f
c
h
il
d
M
o
th
e
r
2
9
8
2
1
4
3
6
.2
1
8
4
1
4
.2
1
.6
4
3
3
0
6
2
3
5
3
9
.7
6
7
1
1
2
.0
1
.1
1
9
F
a
th
e
r
2
6
4
1
9
7
3
3
.3
3
6
7
1
1
.3
4
2
4
3
1
6
9
2
8
.6
7
4
1
2
.5
2
S
ib
li
n
g
s
a
n
d
/
o
r
a
u
n
t/
u
n
c
le
1
5
1
0
6
6
.6
7
5
3
3
.3
3
2
1
1
4
6
6
.6
7
7
3
3
.3
3
N
o
t
re
la
ti
v
e
/
O
th
e
r
1
3
8
1
.3
5
5
0
.8
5
2
1
1
2
2
.0
3
9
1
.5
2
C
h
il
d
v
u
ln
e
ra
b
il
it
y
V
u
ln
e
ra
b
le
1
0
8
8
4
1
4
.2
1
2
4
4
.0
6
N
o
t
V
u
ln
e
ra
b
le
4
8
3
3
4
6
5
8
.5
4
1
3
7
2
3
.1
8
K
e
y
o
u
tc
o
m
e
s
a
O
v
e
ra
ll
A
tt
e
n
d
e
rs
N
o
n
a
tt
e
n
d
e
rs
p
O
v
e
ra
ll
A
tt
e
n
d
e
rs
N
o
n
a
tt
e
n
d
e
rs
p
M
e
a
n
(S
D
)
M
e
a
n
(S
D
)
N
M
e
a
n
(S
D
)
N
M
e
a
n
(S
D
)
M
e
a
n
(S
D
)
N
M
e
a
n
(S
D
)
N
S
tr
e
s
s
C
h
il
d
p
ro
te
c
ti
o
n
c
o
n
c
e
rn
s
5
.5
2
7
(2
.0
2
2
)
5
.5
2
3
(0
.0
9
9
)
4
3
0
5
.5
4
(1
.9
2
4
)
1
6
1
.9
2
7
4
.8
3
1
(1
.9
9
2
)
4
.8
5
6
(2
.0
2
6
)
4
3
0
4
.7
6
4
(1
.9
0
6
)
1
6
1
.6
1
8
C
a
re
g
iv
e
r
s
tr
e
s
s
e
s
4
.4
7
9
(0
.8
2
3
)
4
.5
0
7
(0
.8
2
4
)
4
3
0
4
.4
0
4
(0
.8
1
7
)
1
6
1
.1
7
5
4
.0
0
2
(1
.2
8
8
)
4
.0
2
8
(1
.2
6
4
)
4
3
0
3
.9
3
2
(1
.3
5
2
)
1
6
1
.4
1
9
M
e
n
ta
l
H
e
a
lt
h
a
n
d
W
e
ll
-b
e
in
g
P
s
y
c
h
o
s
o
c
ia
l
w
e
ll
-b
e
in
g
1
3
.0
0
7
(3
.3
2
2
)
1
2
.8
9
7
(0
.1
5
7
)
3
9
8
1
3
.3
1
3
(0
.3
1
4
)
1
4
4
.1
9
9
1
2
.3
0
9
(3
.6
2
0
)
1
2
.6
5
1
(3
.1
2
9
)
4
2
4
1
1
.4
1
(4
.5
6
4
)
1
6
1
<
.0
0
1
D
e
v
e
lo
p
m
e
n
t
D
e
v
e
lo
p
m
e
n
ta
l
a
s
s
e
ts
1
4
.4
5
6
(5
.3
6
8
)
1
4
.0
9
3
(5
.2
9
9
)
3
3
3
1
5
.3
8
5
(5
.4
5
1
)
1
3
0
.0
2
0
1
5
.0
8
9
(4
.8
7
0
)
1
5
.3
9
3
(4
.3
6
5
)
4
1
7
1
4
.2
7
6
(5
.9
5
4
)
1
5
6
.0
1
4
C
h
il
d
p
ro
te
c
ti
o
n
re
s
o
u
rc
e
s
K
n
o
w
le
d
g
e
o
f
C
P
re
s
o
u
rc
e
s
0
.5
1
4
(0
.9
9
6
)
0
.4
5
9
(0
.9
1
6
)
3
8
1
0
.6
5
5
(1
.1
7
1
)
1
4
8
.0
4
2
1
.1
7
6
(1
.4
6
1
)
1
.1
1
5
(1
.4
3
2
)
3
9
1
1
.3
3
6
(1
.5
2
7
)
1
4
9
.1
1
7
P
e
rc
e
iv
e
d
b
a
rr
ie
rs
to
a
c
c
e
s
s
in
g
re
s
o
u
rc
e
s
2
.8
5
0
(1
.7
4
7
)
2
.9
6
3
(1
.7
8
)
4
2
7
2
.5
5
3
(1
.6
2
4
)
1
6
1
.0
1
1
2
.8
2
9
(1
.6
4
0
)
2
.9
1
2
(1
.5
9
4
)
4
3
0
2
.6
0
9
(1
.7
4
3
)
1
6
1
.0
4
6
P
e
rc
e
iv
e
d
b
a
rr
ie
rs
to
k
n
o
w
n
re
p
o
rt
in
g
m
e
c
h
a
n
is
m
s
3
.3
3
7
(1
.4
4
2
)
3
.4
4
(1
.4
0
8
)
2
6
6
3
.0
2
3
(1
.5
0
9
)
8
7
.0
1
9
2
.9
7
6
(1
.5
0
0
)
2
.8
9
5
(1
.4
5
8
)
2
0
9
3
.1
8
3
(1
.5
1
2
)
8
2
.1
4
1
a
S
a
m
p
le
s
iz
e
s
(N
)
re
fe
r
to
c
o
m
p
le
te
c
a
s
e
a
n
a
ly
s
is
.
© 2019 The Authors. Journal of Child Psychology and Psychiatry published by John Wiley & Sons Ltd on behalf of Association for
Child and Adolescent Mental Health.
6 Janna Metzler et al.
knowledge of resources available to support chil-
dren.
Figure 3 shows the distribution of PSWB and
developmental asset scores over time for CFS atten-
ders and nonattenders. As indicated earlier, despite
lower overall scores at baseline, CFS attenders were
reported to have better PSWB and greater develop-
mental assets than nonattenders at endline of the
intervention period. At follow-up, however, scores on
both variables had returned close to baseline levels.
The substantial increase in variance of scores at
follow-up – especially amongst nonattenders – sug-
gests an increasing diversity in the trajectories of
children as they entered the second year of their
displacement from DRC Congo.
Regression analyses confirmed that neither base-
line characteristics of gender and vulnerability, nor
baseline scores on well-being and developmental
assets, predicted scores on these outcomes at T3.
Age was found to be the sole significant predictor of a
T3 outcome, with respect to developmental assets
(b = 0.658, p = .009).
Discussion
In the early months of establishing the Rwamwanja
Refugee Settlement, the studied CFSs provided
structured activities for some three-quarters of those
within the target age range in their catchment area.
Our findings suggest that this CFS programming
contributed to protecting PSWB and developmental
assets for these children in this period. This is fully
in line with the humanitarian imperative to protect,
relieve suffering and respect dignity in crisis settings
(ICRC, 1994). However, it is clear from our findings
that these intervention impacts are not sustained.
By follow-up, previous attenders and nonattenders
were essentially indistinguishable on these mea-
sures. This lack of durability of intervention
impacts to follow-up cautions against the presenta-
tion of CFS as a programming approach influencing
longer-term developmental trajectories of displaced
children.
Two elaborations of this conclusion need to be
made, however, for appropriate interpretation. First,
the loss of intervention impact was not as a result of
loss of gains by CFS attenders, but by improvements
for nonattenders over the longer-term. Other mech-
anisms of adaptation – drawing on familial and
community resources – were apparently driving
gains for all children, a common observation in
studies rigorously examining progress of comparison
groups (Ager & Metzler, 2017). Second, the greater
variance observed on these measures at follow-up –
particularly amongst nonattenders – suggests
increasingly divergent trajectories of adaptation by
follow-up. While some nonattenders had adapted
well to life in the settlement area, a significant
minority were reporting poor well-being and major
lack of developmental assets. This ‘tail’ of the distri-
bution, indicating the emergence of a group of
children and caregivers really struggling with life in
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–.075–.256 .106
.347.162 .531
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–.151–.340 .038
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Reduction in protection concerns
Reduction in caregiver stresses
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accessing CP resources
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using known reporting mechanisms
Figure 2 Effect size estimates of attending Child Friendly Spaces at T2 on targeted outcomes
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the settlement area after the majority of emergency
reception programs have closed, represents a major
humanitarian concern.
The lack of short-term impact of CFS attendance
on protection concerns and caregiver stresses needs
to be interpreted in the context of the wider risks
presenting within the settlement (such as forced
recruitment, attacks, abductions, sexual violence),
which it is challenging for sessional programming to
address. Significant protection impacts of CFS have,
however, been reported in other contexts (e.g. Met-
zler et al., 2013, for Somali refugees in Ethiopia,
where fenced compounds provided a strong sense of
security in the face of potential border incursions by
Al-Shabaab).
The overall trends over the course of the study
for increased knowledge of protection resources,
and reductions in perceived barriers to resource
access and reporting, amongst caregivers suggest
growing mobilization of resources to support and
protect children at Rwamwanja. The place of CFS
in this process of mobilization is, however, unclear.
There were a number of other agencies operating in
Rwamwanja – during the CFS intervention period
in particular – whose work could have contributed
to gains in this area. Further, there is clearly
greater opportunity for knowledge about resources
to diffuse from CFS attenders to nonattenders than
is the case for other targeted outcomes, rendering a
further challenge to attributing change. An alter-
native approach to research design would be
required to more confidently discern influences on
processes of mobilization of resources in such
circumstances.
In terms of implications for implementation of
programming to support the protection and well-
being of children displaced through humanitarian
crisis, we have previously highlighted the need to
address the subgroup of children with deteriorating
trajectories of adjustment over time through targeted
provision continuing beyond an initial settlement
period. It is also clear that if CFS interventions are to
have impact beyond their period of delivery, they
need to be more purposeful in securing effective
Table 2 Multivariate regressions (adjusted for baseline outcome score, age, gender, school attendance) indicating impact of Child
Friendly Spaces (CFS) attendance at T2 on key outcomes at endline
Outcomes in relation to CFS attendance at T2 Beta 95-low 95-high p n
Entire cohort
Stress
Child protection concerns 0.001 0.416 0.414 .996 591
Caregiver stresses 0.207 0.461 0.047 .110 591
Mental Health and Well-being
Psychosocial well-beinga 2.093 1.303 2.883 <.001 536
Development
Developmental assetsa 2.517 1.384 3.650 <.001 449
Child protection resources
Knowledge of CP resources 0.016 0.308 0.340 .924 483
Perceived barriers to accessing resources 0.379 0.039 0.718 .029 588
Perceived barriers to known reporting mechanisms 0.268 0.885 0.350 .394 188
Girls only
Stress
Child protection concerns 0.109 0.697 0.478 .715 300
Caregiver stresses 0.137 0.534 0.260 .498 300
Mental Health and Well-being
Psychosocial well-beinga 2.956 1.904 4.007 <.001 275
Development
Developmental assetsa 3.413 1.803 5.023 <.001 222
Child protection resources
Knowledge of CP resources 0.043 0.442 0.529 .860 250
Perceived barriers to accessing resources 0.112 0.375 0.599 .651 299
Perceived barriers to known reporting mechanisms 0.629 1.477 0.219 .144 94
Boys only
Stress
Child protection concerns 0.102 0.492 0.696 .735 291
Caregiver stresses 0.122 0.244 0.487 .513 291
Mental Health and Well-being
Psychosocial well-being 1.338 0.154 2.523 .027 261
Development
Developmental assets 1.757 0.151 3.364 .032 227
Child protection resources
Knowledge of CP resources 0.041 0.479 0.396 .853 233
Perceived barriers to accessing resources 0.590 0.112 1.067 .016 289
Perceived barriers to known reporting mechanisms 0.014 0.904 0.876 .975 94
aDenotes outcomes where CFS attendance is statistically significant once Bonferroni correction applied; complete case analyses
reported only.
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linkage with resources available to sustain such
influence. In the context of Rwamwanja – as in
many refugee settings – schools would have pro-
vided the most tangible basis for this engagement.
Indeed, our findings suggest that those that had
secured a place at the one school serving the
settlement area were four-times less likely to
attend CFS. More broadly, if CFSs are to provide
a basis for outreach, partnership with communities
(including parents) toward the support and protec-
tion of children must remain central to the design
and implementation of the intervention. It is vital
to provide integrated services that remain flexible
to the evolving needs and priorities of children and
families and are not dependent on unsustainable
external programming.
Finally, the observation of stronger intervention
effects on PSWB and developmental assets for CFS
programming that met high programing standards
underlines the general importance of ensuring qual-
ity and fidelity in interventions implemented at scale
if targeted impacts are to be secured. Planned work
examining the impacts of alternative approaches to
CFS curricula builds upon this finding (Savage &
Metzler, 2018).
This study has clear limitations. First, and most
importantly, delays in program implementation
and the mobility of children across the settlement
prevented the randomization of sample areas to
intervention and waitlist control as initially
planned. Counterfactual analysis thus had to be
conducted through the alternative means described:
0
5
10
15
20
Non-attenders Attenders Non-attenders Attenders
Female Male
Baseline Endline
Follow-up
PSWB scores for CFS attenders vs. non-attenders by gender
0
10
20
30
Non-attenders Attenders Non-attenders Attenders
Female Male
Baseline Endline
Follow-up
CRDA scores for CFS attenders vs. non-attenders by gender
Figure 3 Distribution of psychosocial well-being (PSWB) and Caregiver Rating of Developmental Assets (CRDA) scores at T1, T2, and T3 by
attendance status
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multivariate analysis controlling for variation
between the groups on demographic characteristics
and baseline outcomes. The observation of greater
positive impact on well-being and developmental
assets for those attending higher- versus lower-
quality CFS clearly supports the attribution of
change on these variables to aspects of CFS pro-
gramming. Second, the lack of consistent record-
keeping by most CFSs resulted in reliance on care-
giver self-report of CFS attendance. Although trian-
gulation with CFS attendance records at two CFSs
that had maintained regular record-keeping sug-
gested that self-report was a valid basis to identify
attenders vs. nonattenders, more fine-grained anal-
ysis of influence of rates of attendance was not
possible. Third, with the lack of a comprehensive
listing of households to support random sampling,
equiprobability of selection of households was reli-
ant on a cluster sampling approach designed for
humanitarian settings (Morris & Nguyen, 2008).
Fourth, with no feasible means in this humanitarian
setting of preventing diffusion of knowledge secured
through CFS attendance to nonattenders, the poten-
tial influence of CFS programming on resource
mobilization regarding child protection in the settle-
ment is potentially underestimated.
Notwithstanding these limitations, the present
study represents the most rigorous attempt to date
to measure the short- and longer-term impacts of
implementing CFS in a humanitarian context. Find-
ings suggest a clear short-term impact on PSWB and
developmental assets that fulfills the humanitarian
mandate to relieve suffering in such contexts. Claims
for longer-term impacts on children’s trajectories
were, in this instance, largely unsubstantiated.
Strengthening strategies of community engagement
appear key to achieving longer-term impacts in
addition to important short-term ones.
Table 3 Multivariate regressions (adjusted for baseline outcome score, age, gender, school attendance) indicating impact of Child
Friendly Spaces (CFS) attendance at T2 on key outcomes at follow-upa
Key outcomes
Follow-up
Beta 95-low 95-high p n
Entire cohort
Stress
Child protection concerns 0.394 1.413 0.624 .447 326
Caregiver stresses 0.004 0.402 0.410 .985 326
Mental Health and Well-being
Psychosocial well-being 1.324 0.391 3.038 .130 306
Development
Developmental assets 2.109 0.208 4.426 .074 251
Child protection resources
Knowledge of CP resources 0.123 0.491 0.737 .694 281
Perceived barriers to accessing resources 0.098 0.462 0.659 .730 324
Perceived barriers to known reporting mechanisms 0.062 0.703 0.827 .873 148
Girls only
Stress
Child protection concerns 0.287 1.774 1.200 .704 164
Caregiver stresses 0.023 0.557 0.602 .938 164
Mental Health and Well-being
Psychosocial well-being 1.811 0.642 4.264 .147 151
Development
Developmental assets 2.667 0.529 5.863 .101 122
Child protection resources
Knowledge of resource persons 0.247 1.165 0.671 .596 144
Perceived barriers to accessing resources 0.058 0.735 0.850 .886 164
Perceived barrier to known reporting mechansisms 0.487 0.621 1.595 .383 68
Boys only
Stress
Child protection concerns 0.545 1.959 0.869 .448 162
Caregiver stresses 0.038 0.622 0.547 .899 162
Mental Health and Well-being
Psychosocial well-being 0.843 1.664 3.351 .507 155
Development
Developmental assets 1.525 1.902 4.951 .380 129
Child protection resources
Knowledge of CP resources 0.493 0.338 1.324 .243 137
Perceived barriers to accessing resources 0.149 0.654 0.951 .715 160
Perceived barriers to known reporting mechanisms 0.307 1.397 0.783 .576 80
aDenotes outcomes where CFS attendance is statistically significant once Bonferroni correction applied; complete case analyses
reported only.
© 2019 The Authors. Journal of Child Psychology and Psychiatry published by John Wiley & Sons Ltd on behalf of Association for
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Supporting information
Additional supporting information may be found online
in the Supporting Information section at the end of the
article:
Table S1. Longer-term analysis: sample characteris-
tics.
Table S2. Multivariate regressions (adjusted for base-
line outcome score, age, gender, school attendance)
indicating impact of lower and higher-quality CFS
attendance at T2 on key outcomes at endline.
Table S3. Multivariate regressions (adjusted for base-
line outcome score, age, gender, school attendance)
indicating impact of lower and higher-quality CFS
attendance at T2 on key outcomes at follow-up.
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Key points
 In response to the protection and psychosocial support needs of refugee children, humanitarian agencies
regularly establish activities in child friendly spaces (CFSs). However, there is little evidence of their impact in
either the short- or longer-term.
 This study reports on caregivers reports of children’s wellbeing – and their concerns for their children - on
first arrival in the studied refugee settlement (before the commencement of CFS programming); at the end of
the intervention period; and at one-year follow-up.
 Those children that attended a CFS maintained better psychosocial wellbeing and secured greater
developmental assets after 3 to 6 months, with the strongest impacts in the better-run CFSs.
 A further year later, however, there were no significant differences between children who had attended or
not attended a CFS in their early months in the refugee settlement, although scoring in the latter showed
greater variation.
 If interventions in humanitarian contexts are to substantially influence longer-term trajectories of well-being
and adjustment they will need to be more effective in connecting children to resources in conditions of
protracted displacement.
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